Haemorrhage from intrathoracic neurogenic tumours is extremely rare, and most cases are reported in patients with multiple tumours associated with Von Recklinghausen's diseasel4. We record here a case of haemothorax caused by rupture of a solitary cellular schwannoma. CASE HISTORY A man aged 27 was admitted to his local hospital with leftsided loin pain and a week's history of upper respiratory tract infection. The pain had developed gradually and was made worse by movement, including inspiration and coughing. He had no medical history of note, but mentioned that he had received a blow to the left side in the course of a 'play fight' four days previously. On examination he was afebrile and stable. The chest wall was not tender. Decreased air entry was noted at the base of the left lung and there was tenderness in the left hypochondrium without guarding or rebound pain. The white cell count was 13.8 x 109/L. Urine microscopy was normal. Chest radiograph showed a rounded opacity projected over the left hilum together with an area of cosolidation in the left lower lobe. In addition, there was erosion of the undersurface of the left seventh rib ( Figure 1 ). An abdominal radiograph appeared normal.
He was admitted for further imaging investigations and antibiotics were prescribed for a presumed lobar pneumonia. Although initially stable, he became pale and lethargic, with an unproductive cough. Computerized tomography (CT) demonstrated the presence of a large left pleural effusion with complete collapse of the left lower lobe. An intercostal chest tube was inserted and three litres of bloodstained fluid were drained. The fluid contained no organisms and had a protein count of 49 g/L. Post-drainage CT showed a well-defined loculus in the left paravertebral gutter, with the appearance of fluid attenuation but containing some internal structures (Figure 2 ). Extensive atelectasis was noted in the left lower lobe. Intrathoracic neoplasia was considered at this stage but ultrasound-guided biopsy of the loculus showed fibroadipose tissue, granular tissue and blood clot. There was no evidence of neoplasia. Bacteriological culture showed no growth. A thoracic surgical opinion was sought and it was felt that the patient needed operative intervention, both to achieve satisfactory re-expansion of the lung and, in the light of the radiological findings, to investigate the source of bleeding.
Left video assisted thoracoscopy via three ports revealed a loculated haemothorax with a dense fibrous cortex restricting the lower lobe. An axillary muscle-sparing incision was performed via the upper two port site incisions. A litre of blood was aspirated from the pleural cavity, allowing identification of a 6 x 5 x 4cm encapsulated (Figure 3 ). Haemosiderin deposition was noted. Staining for S-100, a neural marker, was strongly and diffusely positive, with epithelial and smooth muscle markers negative. In view of its encapsulation and relation to nerve, together with its diffuse S-100 staining, a diagnosis of cellular schwannoma was made. Postoperative recovery was uneventful and the patient was discharged after five days. COMMENT Haemothorax from solitary cellular schwannomas has not to our knowledge been reported previously, the closest comparison being the case of a ruptured feeding artery to an intrathoracic neuroma5. In a series of 57 cellular schwannomas, only 3 were in the chest wall and none presented with haemothorax6. In this case, presentation followed an episode of trauma which most likely caused haemorrhage and subsequent breach of the capsule, but the presence of intratumoural haemosiderin indicates previous spontaneous haemorrhage within the mass which probably weakened the structure of the tumour, predisposing it to rupture. From a clinical viewpoint, the history of trauma could have contributed to diagnostic delay, but recognition of the implications of rib erosion at first presentation allowed the correct diagnosis to be considered early. Thoracotomy was necessary not only as a diagnostic procedure, but also to enable decortification, ensure completeness of excision and free trapped lung. In haemothorax an underlying neoplasm should always be considered, even when there is a history of trauma.
